Introduction
The United Kingdom (UK), alongside many other countries, has seen a proliferation in advanced practice nursing roles in the past three decades. These developments have been in response to the important challenges facing healthcare systems globally in terms of changing health needs of populations and rising public expectations of health care. In particular, ageing populations and an increase in enduring illness, coupled with economic pressures which necessitate the optimal use of all members of the healthcare team have acted as a catalyst to develop new nursing roles (DiCenso & Bryant-Lukosius 2010) . Whereas clinical nurse specialist and nurse practitioner roles have developed in many countries and there is a degree of similarity in terms of the role and scope of such posts (Schober & Affara 2006) , the role of nurse consultants is less clearly defined.
Although clinical nurse consultants were introduced in Australia in 1986 there remains ambiguity about the role and scope of practice (O'Baugh et al. 2007) . Indeed, in some Australian states the role is synonymous with that of a clinical nurse specialist (O'Connor & Chapman 2008) . Likewise in the United States of America, the term 'nurse consultant' is not formally recognized and may be used alongside other advanced practice titles. For example, Popejoy et al. (2000) described the gerontological clinical nurse specialist as fulfilling a consultant role. By contrast, the UK is unique in terms of health policy defining the nurse consultant role which is seen to be separate from, and more senior to, clinical nurse specialists and nurse practitioners.
Nurse consultants were introduced into the NHS in England in 2000 as part of the Government's strategy for nursing professions (Department of Health 1999a). The role was intended to achieve better outcomes for patients by improving quality and services and to enable experienced nurses to remain in clinical practice rather than move into management (Department of Health 1999a). The Department of Health (DH) specified that the role should comprise four core functions: expert practice; leadership and consultancy; education and training; and service development, research and evaluation with a minimum of 50% of the time being spent in clinical practice (Department of Health 1999b) . The NHS Plan (Department of Health 2000) set a target of 1000 posts by 2004. NHS organizations were required to implement the role in hospital and community settings and across all nursing specialisms.
At the same time that nurse consultant roles were being implemented, a growing public concern about the quality of nursing care and a professional aspiration to demonstrate the contribution that nurses make to patient outcomes and improvement in quality led to an interest in measures of nursing impact (Griffiths et al. 2008) . With continuing investment in the role, interest has grown in the extent to which the original objectives of improving quality and services leading to better patient outcomes are being realized.
Early published work on consultant roles in the UK reports its implementation (Guest et al. 2001 ) and the role characteristics (Woodward et al. 2005) . Other publications described initiatives introduced by nurse consultants and through this alluded to the impact that the role may have (e.g. , Fairley & Closs 2006 . A comprehensive evaluation of the role ) highlighted some evidence of the impact of nurse consultants in developing services and providing clinical leadership for frontline staff. It was inferred that these activities would impact indirectly on patient outcomes and patient experience, but their direct impact on patient or service outcomes was not captured.
Two syntheses of literature on nurse consultant roles have been published. A narrative review by McSherry et al. (2007) identified 10 studies and a systematic review by Humphreys et al. (2007) identified 14 papers. However, both reviews provided limited evidence of the actual impact of nurse consultants on outcomes. In Humphreys et al. (2007) , studies were often small and predominantly focused on the implementation of the role rather than evaluating the impact of nurse consultants on patients, staff or services. Where impact was considered, it was assessed in terms of perceived impact rather than any actual measures.
Furthermore, both reviews have methodological limitations. McSherry et al. (2007) give very little detail about their inclusion criteria. Some studies included are not clearly related to nurse consultants (e.g. Carnwell & Daly 2003) and others are international studies of 'clinical nurse consultants' (Dawson & Benson 1997 , Happell et al. 2002 . The UK nurse consultant role is unique in terms of the four components, and it is unclear whether comparison to international roles is appropriate (Lathlean 2007) . Humphreys et al. (2007) focused on UK nurse consultants, but their inclusion criteria included 'studies conducted by nurse/midwives/allied health professional consultants'. In some studies it is unclear whether the nurse consultant formed part of the intervention being evaluated and other papers do not describe any outcomes assessing impact (Cunningham 2000 , Anderson et al. 2004 , Bray et al. 2004 , Braynion 2004 ) but instead are descriptive literature reviews written by nurse consultants.
Overall, existing reviews of nurse consultant roles have been limited. The reviews found few studies which explored the impact that nurse consultants have on patient outcomes or on other staff. This may be because it takes at least 5 years for a new post to develop fully, and therefore assessing impact any earlier is premature (National Nursing Research Unit 2007) . However, since these reviews were conducted the importance of demonstrating the contribution made by nurse consultants on patient and professional outcomes has been highlighted (Griffiths et al. 2008) and further research has been undertaken (e.g. Fairley & Closs 2006) .
A study undertaken by Gerrish et al. (2007) examined the contribution that advanced practice nurses, including nurse consultants, made to empowering front-line staff to deliver evidence-based care. The study drew similar conclusions to Guest et al. (2004) , namely that impact is multi-faceted and inherently hard to capture. This may be due to the diversity and complexity of the roles, the difficulty of attributing changes in outcomes to individuals who work as part of a multi-disciplinary team and that many nurse consultants work through influencing the practice of other staff (Coster et al. 2006) .
As a product of their study, Gerrish et al. (2007) proposed a framework (Table 1) to evaluate the impact of these roles based on the work of Schulz et al. (2002) . As an alternative to viewing outcomes in terms of statistical significance, Schulz et al. (2002) proposed considering the clinical significance of outcomes -i.e. the practical value of an intervention and whether it makes a real difference to patients directly. Gerrish et al. (2007) extended this framework and proposed a parallel framework for judging the professional significance of impact. Gerrish et al. (2007) asserted that the framework has potential for capturing the impact of nurse consultant roles but that it required further testing and refinement through cross-referencing with the literature and through empirical testing.
In summary, nurse consultant roles are diverse and complex. They work in a wide variety of healthcare settings and often their roles span organizational and professional boundaries . Despite widespread acknowledgement that these roles have the capacity to impact on the experiences of both patients and frontline staff, evidence of their impact is unclear. The extent to which their impact has been assessed using outcome measures of clinical significance (Schulz et al. 2002) or professional significance (Gerrish et al. 2007 ) is unknown. The systematic review reported in this paper sought to address this deficit in knowledge by capturing the current state of evidence about the impact of nurse consultant roles in terms of clinical and professional significance. It formed the preliminary stage of a larger study examining the impact of nurse consultants in adult healthcare settings.
The Review Aim
To review evidence of the impact of nurse consultant roles in adult healthcare settings. Specifically, the review sought to: Professional social significance -the extent to which the nurse consultant interventions are important to staff societal outcomes. Staff social significance can refer to outcomes relating to the policy objectives relating to the staff within the organization. This might include, for example, reducing workload of GPs or improving the turnover rates of junior nurses
Professional social validity -the social importance and acceptability of the intervention procedures for the healthcare workforce, whether the intervention addresses one or more meaningful or important problems that healthcare staff encounter, and whether the outcomes are meaningful to the workforce/others
• Explore the impact of nurse consultants on patient and professional outcomes in adult healthcare settings.
• Identify the extent to which existing studies have used quantitative outcome measures which address aspects of clinical and/or professional significance.
• Identify the extent to which existing studies have used qualitative dimensions of impact which address aspects of clinical and/or professional significance.
• Further refine the proposed framework for assessing the impact of nurse consultant roles.
Design
Although systematic reviews have traditionally relied on evidence from quantitative studies the benefits of including qualitative research evidence is increasingly recognized (Centre for Reviews and Dissemination. 2008 ). The inclusion of qualitative studies which reflect the experiences of the target groups of the intervention is likely to enhance the review (Thomas et al. 2004) , especially because it was anticipated there would be limited evidence derived from trials relating to the impact of nurse consultant roles. Furthermore, it was recognized that the nature of nurse consultants' work is often complex and multi-faceted, which may be more suitably explored by qualitative methods. This review therefore integrated evidence from qualitative and quantitative research and was informed by Oliver et al's. (2005) proposed framework.
Search methods
A broad search plan was developed using population terms (e.g. 'nurse consultant') and terms to identify the focus of the study (e.g. 'impact'/'outcome*'). The search was piloted in MEDLINE and CINAHL, but was individually adapted to each database. With the exception of CINAHL, most databases did not have a subject heading for 'nurse consultant' (often classed under 'nurse clinicians' or 'nurse practitioner' instead, but including these broad headings made the search unwieldy), therefore as relevant studies were picked up in the pilot search by using free text keywords, the population search used keywords only. In addition, the search terms included quantitative (e.g. 'evaluation') and qualitative outcomes (e.g. 'satisfaction' and 'experience*') to identify both types of studies. 
Inclusion criteria
All articles were assessed against the following general inclusion criteria: English language, UK-based and studies of nurse consultants defined by the DH. Commentary, anecdotal and review articles were excluded. Papers that were exclusively in children or mental health settings were excluded. The following inclusion criteria were applied, according to study design:
Quantitative.
• Population -nurse consultants, patients and/or staff in adult acute or primary healthcare settings.
• Intervention -the introduction of nurse consultant-led services or the addition/substitution of nurse consultants to existing services.
• Outcomes -patient, staff or service outcomes.
• Study design -evaluative study involving a comparison group (e.g. before and after, or comparing to another healthcare professional), or a descriptive survey of impact not including a comparison group.
Qualitative.
• Study design -qualitative studies whose a priori purpose was to explore the experiences or perceptions of patients, staff and/or nurse consultants about the impact of nurse consultant-led care.
Search outcome
A total of 2313 citations were retrieved and organized using Refworks. Titles/abstracts were reviewed independently by two reviewers, who applied the inclusion criteria and recorded the reasons for exclusion. Any discrepancies were resolved through discussion. Full copies of 132 papers were obtained, of which 35 met the inclusion criteria and were included in the review (Figure 1 ).
Quality appraisal
Quantitative studies were appraised using Thomas et al. (2003) framework, the CASP (2006) framework was used to appraise qualitative studies and the checklist by Rees et al. (2010) was used for descriptive surveys. Two reviewers appraised each study and discrepancies were discussed with a third reviewer. For studies that were reported in multiple sources (e.g. published article and study report), the appraisal was based on the published article. No exclusions were made on the basis of a minimum quality threshold.
Data abstraction
Data abstraction forms were developed for each study design. Data extraction was carried out by one reviewer and checked by the second reviewer, both of whom had undertaken the previous study assessments. Some sources encompassed reports of multiple sub-studies, using different methods (e.g. focus groups, interviews, 
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JAN: REVIEW PAPER Impact of nurse consultant roles: systematic review Ó 2011 Blackwell Publishing Ltdsurveys) and participants. For these, information relating to each sub-study was extracted on separate forms. The report by Guest et al. (2004) was reviewed according to its four substudies that relate to impact and as two substudies. Quantitative papers that reported minor qualitative comments were jointly extracted but the quantitative results were focused on.
Synthesis
Data synthesis was initially conducted by one reviewer, but discussed regularly with a second reviewer. Quantitative and survey studies were synthesized by collating the study designs, settings, participants, sample sizes, nature of the interventions/surveys, outcome measures and results. Qualitative studies were synthesized using principles of thematic analysis (Ritchie & Spencer 1994) , which were originally developed for analysing primary data but can be applied in the meta-synthesis of qualitative studies (Lloyd-Jones 2005). The five stages (familiarization, identifying a thematic framework, indexing, charting, mapping and interpretation) were applied across the studies in terms of exploring study characteristics and findings. In addition, the dimensions of impact were cross-referenced with the proposed framework of impact. This was an iterative process that initially mapped the areas to the proposed definitions (Gerrish et al. 2007 ). The definitions were subsequently clarified and refined -for example given the inclusion and importance of qualitative outcomes 'Quality of life (QoL)' was expanded to include the quality of patient experience, which is in contrast to Schulz et al. (2002) who defined QoL in intervention studies only. Regular meetings of the research team clarified any uncertainties and consensus was reached about any changes. The revised framework was used to classify the dimensions of impact identified in the included studies.
An overarching synthesis combined the quantitative and qualitative findings by constructing matrices to explore how the evidence from the qualitative/quantitative studies added to, challenged or highlighted gaps in the evidence from the quantitative/qualitative studies (Thomas et al. 2004) .
Results
The review identified 35 papers: 28 published articles, six reports/dissertations (two of which had a corresponding published article - Coster et al. 2006 , McIntosh & Tolson 2009 , and one conference abstract. The papers explore 36 primary studies, 21 quantitative (12 with comparison group, 9 descriptive surveys/no comparison) and 15 qualitative.
Study quality
The quality of the studies varied. Given the different study designs and mediums (e.g. study report, published article) meaningful comparisons cannot be made across studies.
Quantitative studies Overall quality was weak: only three studies were rated as 'moderate'. Most studies used uncontrolled before-and-after designs. Most did not describe details of confounding variables. The areas of selection bias, blinding, data collection methods and withdrawals/dropouts varied extensively based on the details provided, which at times were limited (e.g. inadequate detail about intervention participants or inclusion criteria).
Descriptive surveys
Studies varied across the items examined, but the objectives, design and sample were generally clear. It was sometimes unclear whether the sample was representative of the target population. Response rates varied between 36% and 100% (the majority over 60%), but sample sizes were often small and no studies attempted to explore non-responders, raising questions about the sample's representativeness. Studies often involved non-validated questionnaires or did not give enough detail to appraise whether the measures were valid, reliable and reproducible. Overall, generalizability was considered to be limited or not possible.
Qualitative studies
Overall quality was moderate; 10 of the 15 studies met the criteria for at least 6/10 quality categories. Most had clear aims and an appropriate research design. However, several studies did not give an explicit sampling rationale or did not clearly describe the data collection methods. Only one study included any consideration of reflexivity. Several studies did not explicitly consider ethical issues and data analysis methods were often unclear. However, most findings were presented clearly, were credible (e.g. more than one analyst or respondent validation) and the research was considered valuable. Table 2 presents details of the included studies according to study design. All quantitative (n = 12) and survey (n = 9) studies were set in England, whilst one qualitative study was conducted in Northern Ireland and one in Scotland. The studies covered various speciality areas, including cardiology (four quantitative, one qualitative, two descriptive surveys), critical care (three quantitative, one qualitative), pain (two quantitative), and urology (two descriptive surveys). Seven qualitative studies spanned more than one speciality and four did not disclose the speciality. Quantitative studies often evaluated the introduction of a nurse consultant-led service ) or educational programme (Butler-Williams et al. 2005) . The extent of the nurse consultant input into these initiatives ranged from running a whole diagnostic procedure to initiating/supporting a nurse-led process . Outcomes were often retrospectively compared to patient records during the previous doctor-led model of care, with little indication that patients were matched for case-mix. In contrast, two quasi-experimental studies set in critical care compared the intervention group to similar ward patients who were not exposed to the intervention, and two uncontrolled studies compared the same patients before and after attendance at the nurse consultant clinic . Several studies failed to adequately describe comparison groups ).
Overview of included studies
Survey studies explored nurse consultants' impact or evaluated a consultant nurse-led initiative, for example a clinical nursing round (Jarman 2009 ) by asking stakeholders (hospital staff, GPs, patients) and/or nurse consultants to rate impact. Five studies explored patients' views of the role or services (Porrett & McGrath 2003 , James & Eastwood 2007 , Tonkin 2007 , James & McPhail 2008 .
Qualitative studies often involved collecting data from nurse consultants (n = 5), the nurse consultant plus their stakeholders (n = 6), or only professional stakeholders (n = 4). Only two studies involved patients, one exclusively (Tough 2006) and in another patients and staff were interviewed ).
Outcomes and indicators of impact
Clinical significance Improvements in symptomatic outcomes were evident in several quantitative and survey studies, including both physical , James & McPhail 2008 ) and psychological outcomes (e.g. Warner et al. 2005) , such as reduced anxiety . Two qualitative studies proposed that the nurse consultant had an impact on patient's physical outcomes (Fairley & Closs 2006 .
Several studies identified QoL and patient experience outcomes, including improved understanding and confidence , patients feeling prepared for treatment (James & McPhail 2008) and being satisfied with explanations or the new clinic overall , Tonkin 2007 ). Similar broad positive outcomes in patient experiences and satisfaction with care were described qualitatively, although only two collected data directly from patients , Tough 2006 .
Clinical social significance outcomes were captured in quantitative evidence, including reduced mortality , waiting times ) and service/ appointment utilization . From a broad perspective this was also suggested qualitatively, for example developing services, improving care, reducing waiting times .
Amongst each study design there was some evidence of social validity in terms of the acceptability and value of the intervention or nurse consultant amongst patients (Porrett & McGrath 2003 , Tough 2006 , James & Eastwood 2007 , Tonkin 2007 , James & McPhail 2008 ).
Professional significance
Only four quantitative studies assessed professional outcomes (e.g. competence of staff), which included improvements in recording respiratory rates (Butler-Williams et al. 2005) , quality and frequency of recording observations , staff alcohol awareness ). However, identified on-going delays in the decision to wean. The survey by indicated increased GP accuracy of diagnosis through the nurse consultant service. Similarly, Jarman (2009) reported that a nurse consultant-led clinical nursing round impacted on staff's knowledge, decision-making and documentation skills. Influence on staff competence and practice featured in several qualitative studies , Fairley & Closs 2006 . Jarman (2009) suggested that attendees of the clinical nursing round felt supported, indicating a possible impact on staff's work experiences. Limited qualitative evidence indicated that nurse consultants impacted positively on staff's QWL, particularly increasing staff/team/nursing morale , McIntosh & Tolson 2009 ). However, a few negative indicators were mentioned relating to staff's working lives, specifically staff feeling threatened (Fairley & Closs 2006) and inter-staff conflicts (Unsworth & Cook 2003) .
Several qualitative studies suggested the impact of nurse consultants in the professional social significance category, such as contributing to role extension , the development of new nursing roles (McIntosh & Tolson 2009 ), recruitment and retention , reducing others' workload , and contributing to meeting the education needs of staff (Unsworth & Cook 2003) .
In terms of professional social validity, several qualitative studies indicated that staff valued nurse consultants' contribution and three surveys illustrated the usefulness of nurse consultant-led services amongst GPs ) and nursing staff (Jarman 2009 ).
Synthesis of the findings across the quantitative and qualitative studies
The following cross-study synthesis excluded Coster et al. (2006) because the survey was developed from focus group research already included . The survey by Avery and Butler (2008) assessed various items relating to nurse consultant performance, some of which relate to indicators of impact, but due to the limited detail provided these have been omitted. By their nature the qualitative studies identified broad indicators of impact and the matching of quantitative indicators to these required some interpretation. Table 3 presents the synthesis of clinical significance indicators. This highlights that some indicators suggested in qualitative studies have been explored quantitatively (e.g. service outcomes; resolution of patient problems/symptoms), whereas others have had very limited (e.g. patient satisfaction) or no exploration in quantitative/intervention work. Table 4 illustrates that most professional indicators captured qualitatively have not been evaluated in quantitative/ intervention work. This also highlights the limited amount of quantitative evidence exploring nurse consultants' impact on staff outcomes.
Discussion

Methodological limitations
This review had a thorough search strategy, rigorous inclusion/exclusion criteria, and systematic data extraction and quality assessment processes. However, it is acknowledged that some limitations may have biased the review.
Firstly, some retrieved articles explored nurse-led services. Although some of these were written by nurse consultants, it was unclear who was involved in the service and it was considered inappropriate to include studies based on speculation about the nurse consultant's involvement. Hence, some nurse consultant-led service evaluations may have been overlooked. Equally, services that nurse consultants set up and passed to other nurses to deliver may not have been identified if they were not explicitly affiliated to a nurse consultant. A study by Manley (2000) was also excluded because it was conducted in the mid 1990s, prior to the introduction of nurse consultants by the DH and it was uncertain whether the criteria for defining the role would be comparable.
Secondly, the quality assessment highlighted several issues. Several studies would have been excluded if a minimum threshold for quality had been imposed, but in the current review it was considered valuable to illustrate comprehensively the extent to which the impact of nurse consultants has been explored to date. This also met the objective of the review to refine the proposed framework of impact. However, this inclusivity has implications for the findings of this review. Studies described as research, audit or service evaluation were included. The last two often lacked rigour in terms of study design and reporting in the papers was often inadequate.
However, inadequate reporting was a feature of all papers, including research studies. This inevitably influenced the ability to appraise the studies. The included studies were also presented in a variety of formats. Given that the nurse consultant role is a relatively new development, grey literature was an important source (7 of the 15 qualitative studies were only available as a study report or dissertation), but comparing these studies with the peer-reviewed published articles involves a potential bias, particularly in assessing quality since reports are often longer and may include more methodological detail.
During this review the appropriateness of assessing quality based on published information only and the problems that this gives rise to were highlighted. It could be argued that quality is inadequate if insufficient methodological detail is provided in the published account. This is justified on the basis that poor reporting probably reflects lack of methodological rigour (Juni et al. 2001) . However, studies may have legitimate constraints on the detail they report (e.g. journal word limits). This is also a consequence of including grey literature, because any absent or inadequate description of methods may have been addressed during peer-review. The approach taken in this review was considered the most appropriate given the importance of including grey literature, but the possibility of bias is recognized.
Findings of the review
The review findings give little robust evidence of the impact of nurse consultants. Thirty-six studies were identified, which (Ryan et al. 2004, audit) Delay in decision to wean (Crocker 2002, audit) Improved GP accuracy of diagnosis None Changing staff attitudes/behaviour None Facilitate/encourage research engagement , Woodward et al. 2005 None Increasing staff understanding/confidence building Improved staff alcohol awareness 
Quality of working life
Enhanced/increased team/staff morale Feeling supported during clinical nursing round (Jarman 2009 , survey) Other staff feeling threatened/unrecognized , Fairley & Closs 2006 None Greater involvement of all/healthy team working/ relationships in team (doctors/nurse) None Improved communication ) None Inter-personal/inter-staff conflict (Unsworth & Cook 2003) None Job satisfaction amongst NCs None Professional social significance
Implications for workload/remit of others Single question on impact on medical colleagues' roles or opportunities (Porrett & McGrath 2003 , survey) Encourage extension to roles/influence and lead development of new posts/nursing roles , Unsworth & Cook 2003 Single question on raising opportunities for further posts (Porrett & McGrath 2003, survey) Impact on caseload management ) None Retention/recruitment/sickness None Influencing training/education needs of others (Unsworth & Cook 2003) None Professional social validity
Value/acceptance of NC/service to staff , Woodward et al. 2005 GP satisfaction with service (Pottle 2005, survey) ; GP usefulness of service (Kirk 2007, survey) ; Perceived value/ impact & acceptance of CNR amongst staff (Jarman 2009, survey) exceeds the number reported in previous reviews and reflects growing interest in this topic. However, methodological quality was often weak, especially in the quantitative studies, which were predominantly uncontrolled before-and-after designs with different, unmatched patients. Only one study provided statistical evidence showing an important change in outcome (mortality) following the introduction of a nurse consultant service. The remaining quantitative studies did not present or defend the magnitude of the effect. Most quantitative studies also had small sample sizes and were heterogeneous in the outcomes measured, which prevents a more conclusive comparison and synthesis of the evidence. Furthermore, no studies attempted to capture the cost effectiveness of services provided by nurse consultants. This is an important omission bearing in mind current emphasis on the need to demonstrate that new nursing roles add value to health care: without convincing evidence such roles may not be sustainable (National Nursing Research Unit 2007) .
In several qualitative studies, the length of time the nurse consultant had been in post was not described. However, a few specified that data were collected whilst nurse consultants were relatively new in post, for example between 9 and 24 months , McIntosh & Tolson 2009 ). This raises questions about whether they had had time to establish themselves and their services, and previous authors have emphasized the danger of premature evaluation (Redfern, 2008) .
Furthermore, the qualitative studies rarely explored patient's views. Some authors defended their decision not to involve patients because in the early stage of the nurse consultant development it is 'unlikely that service improvements and benefits to patients would have reached their full impact' (Redwood et al. 2007, p. 37) . However, as posts become more established, it will be important to determine patients' views on the difference nurse consultants make to their care and the outcomes they value.
The qualitative studies also identified an array of processes which nurse consultants engaged in such as providing leadership. These processes may have an impact on patients, staff or services, for example, providing teaching, or supervision to staff could impact on their skills and job satisfaction. However, the data provided did not capture this eventual impact. Future evaluations need to examine the actual impact of these processes. This would give more conclusive and effective evidence of the impact and added value of nurse consultants in the NHS.
The survey studies provided little strong evidence of nurse consultants' actual impact on patient or professional outcomes. However, preliminary evidence of the perceived benefits and satisfaction amongst patients , James & Eastwood 2007 , Tonkin 2007 , James & McPhail 2008 and GPs or other staff was evident , Jarman 2009 . Therefore, these studies provided additional information to strengthen the proposed framework of clinical and professional significance.
Despite the limitations, this review suggests a largely positive influence of nurse consultants on patient and professional outcomes, although areas of potential difficulty -for example staff conflict (Unsworth & Cook 2003) , or staff feeling threatened (Fairley & Closs 2006) , should be considered when establishing new posts.
Although the evidence is somewhat limited, the indicators of impact identified readily mapped onto the proposed What is already known about this topic
• Nurse consultants were introduced in England in 2000 but research to date has produced limited evidence of the impact of these roles on patient outcomes and experience, or on staff or service outcomes.
• Previous attempts to review the literature on nurse consultant roles have methodological limitations and have provided little evidence of the impact of nurse consultants.
What this paper adds
• The current review provides evidence illustrating that nurse consultants have the potential to influence a range of clinical and professional outcomes.
• A number of key areas are highlighted that nurse consultants could explore to demonstrate their impact.
• Findings from the review confirm the difficulty of evaluating the complex roles that nurse consultants occupy and suggest that both quantitative and qualitative approaches should be used.
Implications for practice and/or policy
• Further robust quantitative research should be conducted to assess nurse consultants' impact on patient and professional outcomes.
• Further qualitative research should aim to explore patients' experiences of the care they receive from nurse consultants.
• An initial framework has been developed to help nurse consultants consider their impact in relation to a range of indicators of clinical and professional significance.
framework of clinical and professional significance, which appears comprehensive in capturing the range of outcomes studied to date. Only minor amendments were made to the framework definitions. It was important that relevant qualitative and patient-valued indicators were captured and the revisions to the framework contribute to this objective, although further refinement may be needed when the framework is applied empirically to nurse consultant roles in the next stage of the project.
Conclusion
Demonstration of the impact of nurse consultant roles is important for role development, effective workforce planning and to inform the educational preparation and support required for nurses taking up such roles. Although this review has determined that there is limited evidence evaluating the impact of nurse consultants on patient and professional outcomes, it presents tentative evidence of the range of areas that nurse consultants potentially influence. The proposed framework for identifying impact in terms of clinical and professional significance may help nurse consultants, and potentially other advanced practice nurses, identify areas of impact in their own practice and provides a framework for researchers to assess impact. Several recommendations for research arise from the current review:
• Further research is required to measure nurse consultants' impact on patient outcomes. Quantitative designs should use an appropriate control group and give explicit detail about the study sample and interventions. Assessment of cost effectiveness should form part of the study design.
• The influence of nurse consultants on professional outcomes, including knowledge, skills, confidence and job satisfaction of other staff requires further inspection.
• Future qualitative studies should explore the ultimate impact of the processes that nurse consultants engage in on patient and professional outcomes.
• Further qualitative research should involve patients who receive care from nurse consultants to explore their experiences and the outcomes that they value most.
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